
The importance of effective patient-provider com-
munication in delivering high-quality care is well
accepted. Good patient-provider communication

is associated with better patient satisfaction, better
adherence to treatment recommendations, and
improved health outcomes.1,2 It is assumed, but not
proven, that the components of communication that
acknowledge and take into account differences between
providers and patients—particularly with regard to cul-
ture, ethnicity, and beliefs—play an important role in
efforts to reduce racial and ethnic disparities in the
quality of care. Culturally competent communication
refers to communicating with awareness and knowledge
of healthcare disparities and understanding that socio-
cultural factors have important effects on health beliefs
and behaviors, as well as having the skills to manage
these factors appropriately.3 This issue is so important
that the Institute of Medicine, in its seminal report
Unequal Treatment, identified cross-cultural training as
a key recommendation for reducing healthcare dispari-
ties.4 Numerous other organizations have addressed the
need to incorporate culture in the training of health
professionals.5,6

When applied to healthcare, culturally competent
communication is not simply an attribute of the patient-
provider encounter. It also is an attribute of the health-
care institution (eg, office, clinic, hospital) and the
larger system in which care is financed and delivered
(eg, health plan). Promoting culturally competent com-
munication at the provider, care institution, health
plan, and national levels is likely to contribute to suc-

cess. Some health plans recently have shown interest in
addressing racial and ethnic disparities in care.7

However, very few have addressed how health plans
can improve their cultural competency to reduce
disparities.8

This Theme Issue aims not only to shed light on the
broad array of factors related to racial and ethnic dis-
parities in quality of care, but also to convey the poten-
tially important role that cultural competence and
communication play in those disparities. The 6 papers
in this issue present information about the role of cul-
ture in healthcare communication that health plans and
others should find useful, as well as propose mecha-
nisms by which interventions could be developed and
evaluated. The issue includes work from 2 important
conferences.

The first meeting was the Conference on Diversity
and Communication in Health Care: Addressing
Race/Ethnicity, Language, and Social Class in Health
Care Disparities, which was held in February 2000. This
was the first national gathering of experts in patient-
provider communication, cultural competency, health
disparities, and health professional training, and was
convened as part of a federal response to Schulman et
al’s 1999 study, which pinpointed the patient-doctor
interaction as a potential source of disparity in quality.9

It was sponsored by the Office of Minority Health in the
US Department of Health and Human Services, the
Agency for Healthcare Research and Quality, the Health
Resources and Services Administration, The Common-
wealth Fund, and the Sergei Zlinkoff Fund for Medical
Education and Research. 

Four papers from this conference are included in this
issue. Zambrana and her coauthors expressly examine
the intersections of race, ethnicity, socioeconomic sta-
tus, and culture within managed care systems.10 Horner
and colleagues describe the results of an expert panel’s
efforts to identify strategies for improving healthcare
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providers’ cultural competency.11 de Bocanegra and
Gany, in a review of the literature, examine the rela-
tionship between cross-cultural provider-patient inter-
actions and health outcomes.12 Putsch and Pololi use a
broad approach to review both macro-level and micro-
level factors contributing to providers’ role in health-
care disparities.13

The second conference was the Inaugural Forum on
Reducing Racial and Ethnic Disparities in Health Care
in March 2003, sponsored by the National Managed
Health Care Congress and AmeriHealth Mercy, a large
Medicaid managed care organization. Baquet and
Carter-Pokras review the wide range of strategies that
emerged from this conference.14 They present models to
reduce healthcare disparities from private, commercial,
and Medicaid managed care organizations. 

The sixth paper, by Carter-Pokras and colleagues,15

did not stem from either conference but was included in
this issue because of its topical appropriateness. They
discuss how use of trained interpreters can overcome
problems that providers and patients have in communi-
cating with one another and present interpretation serv-
ice options.

Why Culturally Competent Communication Matters 
Patients bring to the healthcare encounter cultural

backgrounds, beliefs, practices, and languages that
require culturally competent communication to maxi-
mize the quality of care they receive. For instance,
patients and providers may have different understand-
ings of the relationships among illnesses, illness symp-
toms, etiology, expectations about appropriate
treatment, and what is expected of them in the
process.16 Also, asking questions of healthcare providers
is not an acceptable behavior in some cultures. Patients
from these cultures may be less likely to ask even clari-
fying questions and, subsequently, may not understand
their condition or be able to follow their treatment plan,
potentially resulting in a lower quality of care or even
medical error. Also, many patients utilize traditional
remedies and may be reluctant to inform their biomed-
ical providers about them, leading to potentially dan-
gerous interactions between medication prescribed by
the 2 types of providers.17

When patients and providers speak the same native
language, patients are more likely to report positive
physical and mental health outcomes.18 Alternatively,
patients’ inability to communicate in their native lan-
guage could lead to delays in care, fewer or missed
appointments, nonadherence to therapy, and medical
error.19-21 Providers may further complicate the receipt
of quality care if they are unable to comprehend the
health complaints of patients with limited English profi-

ciency. Absent adequate translation resources, patients’
relatives or hospital staff may be asked to translate,
although numerous studies have documented problems
with this approach, ranging from mistranslation to
patient unwillingness to disclose important but sensi-
tive information in the presence of a family member.22,23

In this issue, de Bocanegra, Carter-Pokras, and their
colleagues discuss in greater detail issues surround-
ing provision of care to persons with limited English
proficiency. 

Everyone has a culture, and providers’ own cultural
backgrounds may affect their communication in the
care delivery process if they are unable to recognize or
accept differences between themselves and their
patients. This may manifest subtly in communication
patterns perceived by the patient, or may subcon-
sciously affect clinical decision making. For example,
Schulman et al found that physicians had different atti-
tudes toward patient-actors and recommended different
treatments for them based on the patients’ race and
sex.9 Similarly, van Ryn and Burke reported that physi-
cians’ beliefs about the likelihood that patients would
comply with advice and participate in rehabilitation
varied depending on patients’ race.24 It should not be
surprising that support personnel and providers may
hold these negative attitudes. 

Healthcare institutions also have opportunities for
culturally competent communication with their
patients and the communities they serve. Some institu-
tions strive to make everyone feel welcome and com-
fortable seeking care; others send subtle messages that
some patients are unwelcome. The former message is
more likely to be conveyed when an institution’s work-
force composition reflects the patient population they
serve. Another institution-based cultural-competency
issue is signage. Inadequate or English-only signage may
send a message—intentionally or not—that non-English
speakers are unwelcome, potentially contributing to
delays in seeking needed care. 

Institutions may make a statement about their cul-
tural competency by not providing sufficient (or any)
language translation services. This situation may occur
in hospitals located in states that do not reimburse
them for translation services, hospitals unfamiliar with
the fact that recipients of federal funds are required to
provide translation services, or hospitals unaware of
their patients’ needs.25 This latter issue is rather salient;
about 40% of hospitals do not collect data on patients’
primary language, according to the American Hospital
Association’s annual survey.26 Even hospitals collecting
such data may not make routine use of these data in
care delivery settings. For example, many care settings
do not have sufficient numbers of professional inter-
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preters because the data on members’ languages were
not consulted to assess need. Thus, translation respon-
sibilities often are left to ad hoc interpreters (ie, staff,
patients’ relatives), who are more likely to commit
translation errors having clinical consequences.27

Healthcare institutions and health plans share
some challenges with respect to culturally competent
communication, such as workforce diversity and lan-
guage-concordant service provision. Similarly, both
healthcare institutions and health plans interact with
their communities, providing opportunities for cultural-
ly competent communication. For example, some hos-
pitals and health plans actively and effectively engage in
community-based outreach or health promotion activi-
ties in the surrounding communities, or have and value
community advisory boards. Also, the degree of out-
reach reflected in health plans and hospitals’ marketing
efforts can send important messages. 

Health plans have additional communication-based
challenges and opportunities to reduce disparities. One
challenge relates to understanding how patients’ inter-
pretation of disease and care-seeking behaviors may be
conditioned by their cultures. Some ethnic minority
members who are reluctant to utilize mainstream med-
icine may delay seeking care if their health plans do
not cover complementary or alternative medical servic-
es. Some benefit design and utilization control features
may need to account for the diverse needs of members
from different cultural backgrounds. For instance,
health plans’ use of gatekeeping mechanisms to control
access to specialty services may inadvertently increase
disparities in such care among members from cultures
where appealing a decision would not be acceptable. 

Steps to Improving Culturally 
Competent Communication

How might managed care organizations maximize
their ability to provide culturally competent communi-
cation and care? Although the evidence base on which
to move forward is still being developed, Betancourt,
Brach and Fraserirector, and others have identified con-
crete steps that could be taken, including:3,8,28-30

• Making cultural competency a core institutional
value. Incorporation of cultural knowledge into
policy making, infrastructure, and practice is
probably one of the most important actions that
can be taken because it would guide the conduct of
everyday business.

• Providing ongoing training and evaluation on cul-
tural competency issues. This type of training is
relatively new, so its effect on patient outcomes
and care quality is relatively unexamined.31-33

However, as noted earlier, improved communica-

tion in general is associated with improved out-
comes and adherence in clinical settings.1 Aetna is
an example of a health plan that has moved in this
direction. It now requires its physicians and nurs-
es to complete a cultural competency self-assess-
ment and education program.

• Collecting data on patients’ race and ethnicity so
quality of care for patients from different racial or
ethnic groups can be assessed. Many plans and
hospitals have had experience with collecting such
data, at least on a limited basis.7,34 Additionally,
plans could consider requiring hospitals and large
clinics with which they contract to collect such
data and to use these data for quality improvement
purposes. In all cases, explaining to patients how
these data will be used will be important in moving
forward with these efforts. 

• Collecting data on patients’ primary language.
This, too, will help document members’ needs and
guide service provision. For example, Kaiser’s
Northern California branch has taken this step by
requiring completion of a language field before an
appointment can be made. 

• Ensuring the provision of professional translation
services. This responsibility may need to be shared
by health plans and healthcare institutions,
depending on their organizational and financial
arrangements. Jacobs and colleagues have shown
that paying for translator services can be a finan-
cially viable solution for health plans once indi-
rect costs (ie, increased utilization of preventive
services, potentially reducing long-term costs) are
considered.35

• Involving consumers and community leaders in
the design of programs and services to meet the
unique needs of racial and ethnic minority patients.

• Contracting with institutions and providers locat-
ed in racial and ethnic minority communities and
helping patients locate providers who speak their
language.

• Increasing staff diversity.

Strategies are in place at the national and state levels
to improve providers’ cultural competency in health-
care settings. National standards for providing cultural-
ly and linguistically appropriate services have been
issued by the US Department of Health and Human
Services Office of Minority Health.36 Several state
Medicaid programs now reimburse for translation serv-
ices. Some medical schools are beginning to offer train-
ing opportunities specifically on cross-cultural issues,
although nursing schools have had national standards
requiring cultural content in medical training for almost
3 decades. The papers in this issue illustrate the ongo-
ing work in this area and make it clear that opportuni-
ties for improving cultural-competent communication
exist in actionable ways. 

Role of Culturally Competent Communication

VOL. 10, SPECIAL ISSUE THE AMERICAN JOURNAL OF MANAGED CARE SP3



REFERENCES

1. Stewart M, Brown JB, Boon H, Galadja J, Meredith L, Sangser M. Evidence on
patient-doctor communication. Cancer Prev Control. 1999;3(1):25-30. 
2. Weech-Maldonado R, Morales LS, Spritzer K, Elliot M, Hays RD. Racial and
ethnic differences in parents’ assessments of pediatric care in Medicaid managed
care. Health Serv Res. 2001;36(3):575-595.
3. Betancourt J. Cross-cultural medical education: conceptual approaches and
frameworks for evaluation. Acad Med. 2003;78(6):560-569. 
4. Smedley BD, Stith AY, Nelson AR, eds. Unequal Treatment: Confronting 
Racial and Ethnic Disparities in Health Care. Committee on Understanding and
Eliminating Racial and Ethnic Disparities in Health Care, Board on Health Sciences
Policy, Institute of Medicine. Washington, DC: National Academies Press; 2002.
5. Pew Health Professions Commission. Critical Challenges: Revitalizing The
Health Professions For The Twenty-First Century. San Francisco, Calif: UCSF
Center for the Health Professions; 1995. 
6. Council on Graduate Medical Education. Physician Education for a Changing
Health Care Environment. 13th report. Health Resources and Services
Administration, US Department of Health and Human Services. March 1999.
Available at: http://www.cogme.gov/13.pdf. Accessed June 10, 2004. 
7. Robert Wood Johnson Foundation. Health Insurance Plans Address Disparities
in Care: Highlights of a 2004 AHIP/RWJF Quantitative Survey Collection and Use
of Data on Race and Ethnicity. Available at: http://www.rwjf.org/research/files/
AHIPRWJFSurveyResultAddressingDisparitiesinCare%20(2)-Highlights.doc.
Accessed June 10, 2004. 
8. Brach C, Fraserirector I. Can cultural competency reduce racial and ethnic
health disparities? A review and conceptual model. Med Care Res Rev. 2000;57(4
suppl 1):181-217. 
9. Schulman KA, Berlin JA, Harless W, et al. The effect of race and sex on physi-
cians’ recommendations for cardiac catheterization. N Engl J Med. 1999;340:
618-626.
10. Zambrana RE, Molnar C, Baras Munoz H, Salas Lopez D. Cultural competen-
cy as it intersects with racial-ethnic, linguistic, and class disparities in managed
health care organizations. Am J Manag Care. 2004;10:SP37-SP44.
11. Horner RD, Salazar W, Geiger HJ, et al, for the Working Group on Changing
Health Care Professionals’ Behavior. Changing healthcare professionals’ behaviors
to eliminate disparities in healthcare: What do we know? How might we proceed?
Am J Manag Care. 2004;10:SP12-SP19.
12. de Bocanegra HT, Gany F. Good provider, good patient: changing patient
behavior to eliminate disparities in healthcare. Am J Manag Care. 2004;10:
SP20-SP28.
13. Putsch RW, Pololi L. Distributive justice in American healthcare: institutions,
power, and the equitable care of patients. Am J Manag Care. 2004;10:SP45-SP52a.
14. Baquet CR, Carter-Pokras O. Healthcare disparities and models for change.
Am J Manag Care. 2004;10:SP5-SP11.
15. Carter-Pokras O, O’Neill MJF, Soleras A. Provision of linguistically appropriate
services to persons with limited English proficiency: a needs and resources investi-
gation. Am J Manag Care. 2004;10:SP29-SP36.
16. Kleinman A. Patients and Healers in the Context of Culture: An Exploration of
the Borderland Between Anthropology, Medicine, and Psychiatry. Berkeley, Calif:
University of California Press; 1980.
17. Druss BG, Rosenheck RA. Association between use of unconventional thera-
pies and conventional medical services. JAMA. 1999;282:651-656.

18. Perez-Stable EJ, Napoles-Springer A, Miramontes JM. The effects of ethnicity
and language on medical outcomes of patients with hypertension or diabetes. Med
Care. 1997;35:1212-1219.
19. Flores G, Abreu M , Olivare MA, Kaster B. Access barriers to health care for
Latino children. Arch Pediatr Adolesc Med. 1998;152:1119-1125. 
20. Manson A. Language concordance as a determinant of patient compliance and
emergency room use in patients with asthma. Med Care. 1988;26:1119-1128.
21. Derose KP, Baker DW. Limited English proficiency and Latinos’ use of physi-
cian services. Med Care Res Rev. March 2000;57(1):76-91. 
22. Riddick S. Improving access for limited English-speaking consumers: a review
of strategies in health care settings. J Health Care Poor Underserved. 1998;9(suppl):
S40-S61.
23. Elderkin-Thompson V, Silver RC, Waitzkin H. When nurses double as inter-
preters: a study of Spanish-speaking patients in a US primary care setting. Soc Sci
Med. 2001;52(9):1343-1358. 
24. van Ryn M, Burke J. The effect of patient race and socio-economic status on
physicians’ perceptions of patients. Soc Sci Med. 2000;50:813-828.
25. US Department of Health and Human Services, Office of Civil Rights.
Questions and Answers Regarding the Department of Health and Human Services
Guidance to Federal Financial Assistance Recipients Regarding Title VI Prohibition
Against National Origin Discrimination Affecting Limited English Proficient
Persons. Washington, DC. August 2003. Available at: http://www.hhs.gov/ocr/
lep/finalproposed.html. Accessed July 29, 2004. 
26. American Hospital Association. News Now. January 28, 2004.
27. Flores GM, Laws B, Mayo SJ, et al. Errors in medical interpretation and their
potential clinical consequences in pediatric encounters. Pediatrics. 2003;111:
6-14.
28. Cross T, Bazron B, Dennis K, Isaacs M. Toward a Culturally Competent
System of Care. Vol 1. Washington, DC: CASSP Technical Assistance Center,
Georgetown University Child Development Center; 1989.
29. National Center For Cultural Competence. Conceptual Frameworks/Models,
Guiding Values and Principles. Available at: http://gucchd.georgetown.edu/nccc/
framework.html. Accessed July 29, 2004. 
30. Andrulis DP, Delbanco TL, Shaw-Taylor Y. Conducting a Cultural
Competence Self-Assessment Available at: http://erc.msh.org/provider/andralis.pdf.
Accessed July 29, 2004.
31. Culhane-Pera KA, Like RC, Lebensohn-Chialvo P, Loewe R. Multicultural cur-
ricula in family practice residencies. Fam Med. 2000;32(3):167-173. 
32. Davis DA, Thomson MA, Oxman AD, Haynes RB. Changing physician per-
formance: a systematic review of the effect of continuing education strategies.
JAMA. 1995;274:700-705.
33. Rubenstein HL, O’Connon BB, Nieman LZ, Gracely EJ. Introducing students to
the role of folk and population health belief-systems in patient care. Acad Med.
1992;67:566-568.
34. Hasnain-Wynia R, Pierce D, Pittman MA. Who, When, and How: The Current
State of Race, Ethnicity, and Primary Language Data Collection in Hospitals. The
Commonwealth Fund. May 2004. Available at: http://www.cmwf.org/programs/
minority/hasnain-wynia_whowhenhow_726.pdf. Accessed July 29, 2004.
35. Jacobs EA, Shepard DS, Suaya JA, Stone E-L. Overcoming language barriers in
health care: costs and benefits of interpreter services. Am J Public Health.
2004;94:866-869.
36. US Department of Health and Human Services, Office of Minority Health.
National Standards for Culturally and Linguistically Appropriate Services in Health
Care. Washington, DC. Final Report. March 2001. Available at: http://www.omhrc.
gov/omh/programs/2pgprograms/finalreport.pdf. Accessed July 29, 2004.

COMMENTARY

SP4 THE AMERICAN JOURNAL OF MANAGED CARE SEPTEMBER 2004


